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Objective: This study assessed rates of detection and treatment of minor
and major depressive disorder, panic disorder, and posttraumatic stress
disorder among pregnant women receiving prenatal care at public-sec-
tor obstetric clinics. Methods: Interviewers systematically screened 387
women attending prenatal visits. The screening process was initiated be-
fore each woman’s examination. After the visit, patients were asked
whether their clinician recognized a mood or anxiety disorder. Medical
records were reviewed for documentation of psychiatric illness and
treatment. Results: Only 26 percent of patients who screened positive for
a psychiatric illness were recognized as having a mood or anxiety disor-
der by their health care provider. Moreover, clinicians detected disor-
ders among only 12 percent of patients who showed evidence of suicidal
ideation. Women with panic disorder or a lifetime history of domestic vi-
olence were more likely to be identified as having a psychiatric illness by
a health care provider at some point before or during pregnancy. All
women who screened positive for panic disorder had received or were
currently receiving mental health treatment outside the prenatal visit,
whereas 26 percent of women who screened positive for major or minor
depression had received or were currently receiving treatment outside
the prenatal visit. Conclusions: Detection rates for depressive disorders
in obstetric settings are lower than those for panic disorder and lower
than those reported in other primary care settings. Consequently, a large
proportion of pregnant women continue to suffer silently with depres-
sion throughout their pregnancy. Given that depressive disorders among
perinatal women are highly prevalent and may have profound impact on
infants and children, more work is needed to enhance detection and re-
ferral. (Psychiatric Services 55:407-414, 2004)

pproximately 21 percent of
women experience a mood
disorder and 30 percent an

anxiety disorder at some point in their
lives (1). Although historically it was

believed that pregnant women were
at lower risk of mood and anxiety dis-
orders (2,3), recent studies do not
support this belief. Rather, between
10 and 27 percent of women experi-
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ence depressive symptoms during
pregnancy (2,4-14), including 2 to 11
percent who experience major de-
pressive disorder (2,15-17). It re-
mains to be determined whether
rates of anxiety syndromes differ be-
tween gravid and nongravid women.
Regardless of whether pregnancy
influences the course of depressive or
anxiety disorders, obstetric practi-
tioners frequently encounter women
with these conditions. The disorders
are especially common among
women with low incomes, who often
obtain health care only when they are
pregnant and are covered by health
insurance that is not available to them
at other times. In fact, more than 60
percent of women with low incomes
receive health care exclusively from
their obstetric clinician (18).
Nevertheless, less attention has
been devoted to the detection and
treatment of mood and anxiety disor-
ders among obstetric-gynecologic pa-
tients (19-23). In a recent study of
3,000 obstetric and gynecology pa-
tients, 20 percent of the patients met
criteria for a psychiatric diagnosis, but
among 77 percent of the patients a
disorder was not recognized by their
health care provider (22). The only
study to prospectively investigate
rates of identification of psychiatric
illness and referral for depression,
anxiety, and substance abuse among
pregnant patients (24) found that half
of patients who screened positive for
a psychiatric diagnosis in an inde-
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pendent screening did not receive a
diagnosis from their physicians and
that three-quarters were not treated.
No study of pregnant women has pre-
sented detection rates specific to type
of psychiatric illness; nor has any
study examined detection and refer-
ral for posttraumatic stress disorder
(PTSD).

The main aim of the study reported
here was to extend previous findings
by systematically evaluating rates of
detection and treatment of minor and
major depressive disorder, panic dis-
order, and PTSD among women re-
ceiving prenatal care at publicly sup-
ported clinics.

Methods

Sample and data collection
Women were eligible to participate in
the study if they were pregnant,
spoke English or Spanish, and were
receiving prenatal care from either of
the two federally funded hospital-
based obstetric clinics or two affiliat-
ed community health center obstetric
programs in the New Haven, Con-
necticut, area. A majority of the
providers (25 providers, or 58 per-
cent) administering prenatal care at
the clinics were obstetrician-gynecol-
ogists. Seven providers (16 percent)
were obstetric-gynecologic residents.
Other providers included certified
nurse midwives (ten providers, or 23
percent) and one physician assistant
(2 percent). Four providers (9 per-
cent) were bilingual in English and
Spanish.

Pregnant women were approached
during their usual prenatal appoint-
ment during a six-month period from
November 2001 through April 2002
on selected clinic days that changed
weekly, depending on patient flow.
Prenatal care providers were told
that a study of moods during preg-
nancy was being conducted at their
clinic but were not specifically told
that the study involved screening for
depression, PTSD, or panic disorder.
Institutional review board approval
was obtained from Yale University
and from each participating site’s in-
stitutional review board. The women
were asked to provide written in-
formed consent after the study was
fully explained.

The women were screened in a pri-
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vate section of the waiting room, an
examination room, or a private office
in the clinic and received a package of
diapers on completion of the inter-
view. Screening occurred only once, at
any point in the pregnancy; this ap-
proach yielded cross-sectional rates of
illness. Participants included 387
pregnant women, or 98 percent of
those approached. Women were on
average 23.8+11.2 weeks pregnant
when evaluated (range, 6.7 to 41.1
weeks). Eighty women (23 percent)
were seen during the first trimester,
144 (34 percent) during the second
trimester, and 163 (43 percent) during

B
No
study of
pregnant women
has presented rates
of detection of specific
psychiatric disorders; nor bhas
any study examined
detection and
referral for

PISD.

the third trimester. If suicidal ideation
was identified at any point during the
screening process, the patient’s health
care provider was notified.

Measures

Trained research assistants (social
workers with educational qualifica-
tions ranging from B.A. to M.S.W.)
administered a structured question-
naire before each patient saw her
health care provider. The question-
naire collected information about
psychiatric history (whether the par-
ticipant had previously received a di-
agnosis of depression, anxiety, PTSD,
or any other mental disorder), the pa-

tient’s awareness of the clinician’s di-
agnosis, the time at which a diagnosis
was made (more than a year ago, dur-
ing the current pregnancy, or during
the previous year but not during cur-
rent pregnancy), and whether the
participant had received mental
health treatment. All questionnaires
were administered in an interview
format. A total of 107 screenings (28
percent) were conducted in Spanish.

All patients were administered the
Primary Care Evaluation of Mental
Disorders (PRIME-MD) Brief Pa-
tient Health Questionnaire (BPHQ)
(25,26), which recorded diagnoses of
major depressive disorder, minor de-
pressive disorder, or panic disorder.
This questionnaire was augmented
with the PTSD module from the
MINI International Neuropsychi-
atric Interview (MINI) (27). The
BPHQ and the MINT have been in-
dependently validated (22,26,27).
The BPHQ has been used in obstet-
ric-gynecologic settings and corre-
lates highly with the Structured Clin-
ical Interview for DSM-III-R
(SCID). The overall reliability be-
tween the BPHQ and the SCID for
major depressive disorder was 92
percent, for minor depression was 89
percent, and for panic disorder was
96 percent (26). Both the BPHQ and
the MINI have been validated in
Spanish (22,28).

A diagnosis of major depressive dis-
order was assigned to women who
met a minimum of five of the DSM-
IV criteria, including either de-
pressed mood or anhedonia, for more
than half the days in a two-week in-
terval. A diagnosis of minor depres-
sion was made for women who en-
dorsed two to four symptoms of de-
pression, including depressed mood
or anhedonia, for more than half the
days in a minimum period of two
weeks. A diagnosis of panic disorder
was given to women who responded
“yes” to the following four items: they
experienced a panic attack, the attack
“came out of the blue,” the attack re-
sulted in a change of behavior, and
the attack was associated with somat-
ic symptoms. A diagnosis of PTSD
was made for traumatized women
who responded “yes” to reexperienc-
ing a traumatic event and at least four
PTSD symptoms—irritability, avoid-
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Table 1

Clinician follow-up among 99 patients who screened positive for a depressive or anxiety disorder in public-sector obstetric

clinics
Complete medical chart and prenatal survey
Prenatal survey Received
mental health Detection
Positive screen Positive screen treatment before before or at the Detection
at initial prenatal or positive detec-  or at the time of time of screening; by clinician
screening visit tion by clinician screening no treatment at any time*
Disorder N % N % N % N % N %
Any depression 90 23 2 2 24 27 6 7 30 33
Any posttraumatic
stress disorder 10 3 0 — 5 50 1 10 6 60
Any panic disorder 9 2 1 11 9 100 0 — 9 100

4 Numbers are not additive.

ance, amnesia, detachment, dissocia-
tion, foreshortened future, difficulty
concentrating, and easily startled—
for “several days” or more. A time
frame of one month was applied for
panic disorder and PTSD.

Study participants were questioned
again after their prenatal visit and
were asked whether they had dis-
cussed depression, panic, posttrau-
matic stress disorder, or any other
mental disorder with their health care
provider. In addition, they were asked
whether they had been referred for
treatment.

A medical record review using a
standardized form of the patient’s
prenatal chart and entire medical
record both from the prenatal care
site and from the hospital at which
the patient delivered was also per-
formed to identify clinicians’ docu-
mentation of psychiatric illness,
treatment for a psychiatric illness,
number of prenatal care visits attend-
ed, presence of domestic violence
(previous or current), pregnancy his-
tory, major medical illnesses, and
other medical problems during the
current pregnancy.

Data for women who screened
positive on the BPHQ for minor or
major depression, PTSD, or panic
disorder (N=99) were combined to
assess the women as a group for cur-
rent and previous health care use. If
the patient’s medical record docu-
mented symptoms, even when no
treatment was indicated, the patient
was considered to have a mental
condition.

Statistical analysis
The frequencies of depressive disor-
der, panic disorder, and PTSD were
calculated. Differences in the preva-
lence of mood disorders between
racial or ethnic groups were exam-
ined by using chi square tests calcu-
lated by using SAS (29). There were
too few women with anxiety disorders
to explore differences in rates be-
tween racial or ethnic groups.
Bivariate associations between ill-
ness identification and other maternal
demographic and medical risk vari-
ables, including psychiatric disorders,
were computed for the cohort of 387
women by using the chi square statis-
tic or, for expected cell sizes of less
than 5, Fisher’s exact test. Logistic re-
gression (proc logistic) was used to de-
termine which variables increased the
likelihood of case identification by any
health care provider among the 99
women who screened positive for a
disorder. Independent variables en-
tered into the model included those
that were significant at a .1 level on bi-
variate testing. The final model in-
cluded covariates significant at .05 or
variables that were effect modifiers.
For all nine women with panic disor-
der, the disorder was detected before
or at the time of screening, bivariate
odds ratios were not computed.
Therefore, the combined independ-
ent variable of PTSD or panic disor-
der was entered into the model.

Results
The mean+SD number of prenatal
care appointments women attended
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at the time of screening was 6+4.4. A
majority of the cohort was African
American or Hispanic and insured
through Medicaid.

Iliness rates

Nearly a quarter of the women as-
sessed (90 women, or 23 percent)
screened positive at their prenatal vis-
it for a current depressive disorder,
nine (2 percent) screened positive for
panic disorder, and ten (3 percent)
screened positive for PTSD, as can be
seen in Table 1. Seventeen women
(19 percent) who screened positive
for a depressive disorder replied
“sometimes” or “more than half the
days” when asked whether they had
had thoughts about harming them-
selves. Ten women (3 percent) had a
depressive and comorbid psychiatric
disorder at assessment. The most
common concomitant psychiatric dis-
orders were depressive disorders with
PTSD (five women, or 1 percent).
Demographic and medical character-
istics of the women screened are
summarized in Table 2.

Significant differences were found
in rates of depression between racial
groups. Forty-seven African-Ameri-
can women (31 percent) were found
to have a mood disorder, including 11
(7 percent) who had major depres-
sive disorder and 32 (23 percent)
who had minor depressive disorder.
Among Hispanic women, 32 (19 per-
cent) met criteria for a mood disor-
der—mnine (6 percent) for major de-
pressive disorder and 23 (14 percent)
for minor depressive disorder. The

409



Table 2

Characteristics associated with identification of depressive and anxiety disorders
among pregnant women in public-sector obstetric clinics®

Detected (N=106)

Not detected (N=281)

Characteristic N % N % p
Trimester .999

First 22 21 58 21

Second 40 37 104 37

Third 46 42 117 42
Aged 19 years or under 19 18 57 20 .602
Race .069

White 20 19 33 12

Not white 86 81 248 88
Language 368

English 80 76 197 70

Spanish 26 25 81 29
Insurance .043

Medicaid 73 73 163 62

Self-paying 24 24 92 35
Parity .009

No live births 29 27 98 35

One live birth 27 26 96 34

Two or more live births 50 47 85 31
Late registration for prenatal

care 25 24 78 28 397
Minor depression 18 17 48 17 981
Major depression 12 11 12 4 010
Any depression 30 28 60 21 .149
Posttraumatic stress disorder 6 6 4 1 .029P
Panic disorder 9 9 0 — <.001P
Posttraumatic stress or panic

disorder 14 13 4 1 <.001P
Psychiatric comorbidity .001

No disorder 68 64 220 78

One disorder 31 29 58 21

Two or more disorders 7 7 3 1
Medical risk factors® 86 81 195 69 021
Previous adverse perinatal

outcome! 43 41 67 24 .001
Substance use 52 49 72 26 <.001
History of domestic violence 42 40 33 12 <.001
Smoking during pregnancy 46 43 51 18 <.001

 Percentages are based on the number of women for whom data were available.

b Fisher’s exact test (expected cell size less than 5)

¢ Medical risk factors include hypertension, diabetes (including gestational), asthma and other
chronic respiratory problems, heart disease, preeclampisa or eclampsia, and other chronic med-

ical diseases.

d Miscarriage, stillbirth, or preterm birth (before 37 weeks)

difference between the African-
American and Hispanic groups for
minor depressive disorder was signif-

icant (y2=4.76, df=1, p=.03).

Illness detection by

prenatal care provider

Ninety-nine women (26 percent)
scored positive for a depressive disor-
der or an anxiety disorder before their
prenatal care visit. Patient question-
naires showed that only two women
with a depressive disorder (2 percent)
were identified or referred for treat-
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ment during their prenatal visit
(Table 1). In addition, only two of the
17 women who showed evidence of
suicidal ideation were detected or re-
ferred for treatment by their clinician
at their prenatal visit. For the anxiety
disorders, one woman with panic dis-
order was identified and referred for
care. However, none of the ten
women with PTSD were identified by
a health care provider at the prenatal
visit.

Although none of the women who
screened positive for PTSD at their

prenatal visit were identified by a
health care professional, three
women who did not screen positive
for PTSD were given this diagnosis
by their clinician; two of these
women were referred for treatment.
It was discovered on review of the
medical records of these three
women that two of the women had
told their prenatal care provider that
they were in domestic violence situa-
tions and needed treatment. Both
women were referred to domestic vi-
olence services.

Lifetime treatment

Among the 387 women who were
screened, the prenatal medical
records and patient self-reports indi-
cated that 56 (15 percent) had previ-
ous or current treatment for a psychi—
atric illness. As shown in Table 2, at
the time of screening, 26 (26 percent)
of all women who screened positive
for a mental diagnosis were receiving
or had received treatment according
to their medical record or patient
self-report. For 24 women with a di-
agnosis of a depressive disorder (27
percent), treatment was documented
in the record. Five (50 percent) of the
women who screened positive for
PTSD and all nine (100 percent) of
the women who screened positive for
panic disorder either reported receiv-
ing treatment or had documentation
of treatment in their medical record
(Table 2).

The bivariate analyses of data for
the 99 women who screened positive
for a psychiatric disorder, presented
in Table 3, showed a significant asso-
ciation between identification of a de-
pressive or anxiety disorder and the
following variables: race (white versus
not white), number of psychiatric di-
agnoses (one or more than one), pre-
vious adverse perinatal outcome, sub-
stance use (previous or current use of
alcohol or drugs), domestic violence
(previous or current), minor depres-
sion, and PTSD or panic disorder.

The final logistic regression pre-
dicting which women were likely to
be identified and referred for treat-
ment is presented in Table 4. Women
who screened positive for a psychi-
atric diagnosis and who reported cur-
rent or lifetime domestic violence
were almost five times as likely to be
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identified as having a psychiatric dis-
order at their prenatal visits
(OR=5.75, 95 percent CI=1.71 to
19.28).

Discussion

Our findings show that mood and
anxiety disorders are highly prevalent
and constitute significant morbidity
among low-income pregnant patients
treated in publicly funded clinics.
The rates of major depressive disor-
der (6 percent) and panic disorder (2
percent) found in this study are with-
in the range of estimates reported
elsewhere for low-income popula-
tions (7,17,18,24). To our knowledge,
this is the first study to explore the
likelihood that PTSD will be identi-
fied and treated in a pregnant popula-
tion. The rate of PTSD we report (3
percent) was within the range report-
ed in other epidemiologic studies.
For example, the one-month preva-
lence of PTSD among women includ-
ed in the National Comorbidity Sur-
vey was 2.8 percent.

In our cohort, all but a minority of
symptomatic depressed women re-
mained undiagnosed and untreated,
despite the fact that women were seen
an average of six times in as many
months by a health care professional.
This finding is even more sobering
when one considers that 18 percent of
women with undetected depression
had suicidal ideation that was experi-
enced at least several times a week.
Only 2 percent of the women with a
depressive disorder, none of the
women with PTSD, and 11 percent of
the women with panic disorder re-
ceived a diagnosis from a health care
professional at their prenatal visit.

When we evaluated rates of any de-
tection of psychiatric illness, opera-
tionalized as patient report or docu-
mentation in the medical chart of any
symptoms or treatment, only 26 per-
cent of psychiatrically ill patients
were recognized as having a mood or
anxiety disorder. On the other hand, it
is notable that all nine women who
screened positive for panic disorder
reported receiving mental health
treatment before or at the time of
screening. Rates of anxiety disorder
detection in primary care settings are
typically quite low (22). Therefore, it
is unusual to find that the nine cases

Table 3

Factors associated with identification of any mood or anxiety disorder in a sample
of 99 pregnant women at public-sector obstetric clinics

Uncontrolled

Characteristic N % OR 95% CI
Age

19 years or younger 15 15 1.08 .35-3.33

Older than 19 84 85 — —
Race

White 12 12 —_ —_

Not white 87 88 3.8 1.06-13.65*
Language

English 78 79 — —

Spanish 21 21 .76 .28-2.09
Insurance

Medicaid 56 62 — —

Self-paying 34 38 T4 30-1.81
Parity

No live births 32 32 — —

One live birth 30 30 73 .26-2.06

Two or more live births 37 37 1 .38-2.61
Late registration for prenatal care 27 28 58 22-1.49
Minor depression 66 67 24 10-51"
Major depression 24 24 1.89 74-4.78
Posttraumatic stress disorder 10 10 2.67 .70-10.17
Panic disorder 9 9.1 n.a. n.a.
Posttraumatic stress or panic disorder 18 18 8.31 2.48-27.85**
Psychiatric comorbidity

One disorder 89 90 — —

Two or more disorders 10 10 4.37 1.05-18.08*
Medical risk factors? 72 73 1.08 43-2.7
Previous adverse perinatal outcomeP 32 32 2.48 1.05-5.9*
Substance use 41 41 2.53 1.1-5.83*
Lifetime domestic violence 28 28 9.53 3.46-26.28**
Smoking during pregnancy 28 28 2.41 .99-5.89

* Medical risk factors include hypertension, diabetes (including gestational diabetes), asthma and
other chronic respiratory problems, heart disease, preeclampsia or eclampsia, and other chronic

medical diseases.

b Miscarriage, stillbirth, or preterm birth (before 37 weeks)

*<.05
*<.01
% <.001

of panic disorder were detected in an
obstetric setting. One reason may be
that panic disorder typically presents
in the form of physical symptoms,
such as breathing difficulties or tight-
ness in the chest, that can mimic cat-
astrophic illnesses such as heart at-
tacks or pulmonary emboli. It may be
that prenatal health care providers
are more watchful of serious general
medical conditions that affect the
mother or the fetus and thus thor-
oughly evaluate somatic symptoms
like shortness of breath and chest
pain.

Women were more likely to have
their depressive or anxiety disorder
identified by a health care provider if
they reported previous or current do-
mestic violence. Although this finding
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needs to be confirmed in a larger
sample, it suggests that women with
severe forms of psychosocial stress
are more likely to receive a diagnosis.
Kelly and associates (24) found a sim-
ilar result in that concurrent pregnan-
cy risk factors, such as not living with
a partner, involvement of child pro-
tective services, and history of abor-
tion, increased the likelihood of
chart-documented mental health
evaluation or treatment. Further-
more, detection could also be higher
among women who have been the
victims of domestic violence, because
they are more likely to seek medical
attention (30).

Although detection rates for de-
pression in obstetric-gynecologic
practices are moderate (15 percent to
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Table 4

Logistic regression of predictors of identification of any mood or anxiety disorder
in a sample of 99 pregnant women at public-sector obstetric clinics

Characteristic Unadjusted OR 95% CI

Race? 1.94 .36-10.28
Psychiatric comorbidityb 1.74 .08-36.57
Minor depression 42 .14-1.29
Posttraumatic stress or panic disorder 2.75 21-36.07
Previous adverse perinatal outcomec 1.79 .62-5.22
Substance use 1.15 .39-3.36
Lifetime domestic violence 5.75 1.71-19.28

4 White versus not white
b One disorder versus more than one disorder

¢ Miscarriage, stillbirth, or preterm birth (before 37 weeks)

30 percent) (19-23) and are some-
what lower than those for other pri-
mary care providers (35 percent to 56
percent) (31-34), the recognition of
depressive and anxiety disorders
among pregnant patients (27 percent)
was less than that found in other re-
productive health settings (22,24,32).
One of the few studies to examine de-
tection and treatment of depression,
substance abuse, and panic disorder
among pregnant women (N=186)
noted that only 18 percent of those
who had a diagnosis were identified
by clinicians and that only 37 percent
of those identified had any symptom
recorded in the patient chart (24).
Our results are in line with these find-
ings, although we did find higher de-
tection rates specifically for panic dis-
order and PTSD. Our study differed
from the one mentioned above in that
we used patients” self-reported diag-
noses in addition to diagnostic infor-
mation from medical record reviews
to determine whether clinicians iden-
tified a patient as psychiatrically ill.

The low detection and referral
rates for depression among pregnant
patients may be a result of a number
of factors. Clinicians may be reluctant
to ask questions, and patients may
avoid reporting problems that arise
from depression or anxiety. Symp-
toms of depression during pregnancy
may not raise clinicians’ or patients’
concerns given that several of these
experiences—Tfor example, distur-
bances in appetite, sleep, and energy
levels—are normative for many preg-
nant women (15,35).

Other possible contributions in-
clude time constraints, insurance and

412

referral limitations, and provider edu-
cation and training. Large survey
studies have shown that a majority of
obstetric-gynecologic residents nei-
ther received training about clinical
depression during their residency (80
percent) nor completed a continuing
medical education course on the
treatment of clinical depression
among women (60 percent) (23,36).
Approximately 50 percent of obstetri-
cian-gynecologists cite incomplete
knowledge of diagnostic criteria as a
barrier to identification of depression
(23). The expectation that obstetric
and gynecologic practitioners will di-
agnose and treat common mental
health disorders is of recent origin,
and many providers may not think
that it should be part of their clinical
responsibilities (36).

In addition, as in other studies of
primary care, nonpsychiatric provi-
ders may be less familiar with psychi-
atric diagnostic codes or may fear that
patients will be stigmatized if they are
given a chart-recorded diagnosis
(37,38). In our cohort and in many
obstetric settings, a large proportion
of women see certified nurse mid-
wives. It is not clear that the training
of midwives adequately addresses the
identification and management of
mood and anxiety disorders (39,40).

There are important considerations
in interpreting the results of this
study. The study was not designed as
a prevalence study, and it is not
known whether our rates are similar
to those in other community settings.
Nevertheless, illness rates are consis-
tent among studies that screened for
depression in obstetric settings (41).

However, one might hypothesize that
because depressed women initiate
prenatal care later than women who
are not depressed (24,42), studies
may underestimate the illness rates
and treatment need.

Our method for assessing rates of
identification should also be consid-
ered. We deemed a patient as having
a “detected” disorder if she reported
detection or if there was documenta-
tion in the medical chart. Therefore,
the results of this study are subject to
reporting bias. It is possible that
providers made a diagnosis and re-
ferred the patient but that the patient
did not accurately report the diagno-
sis and referral and the clinician did
not document them in the chart. In
addition, because the BPHQ relies on
patient self-report, definitive psychi-
atric diagnosis must be verified by a
clinician to determine how well the
patient understood the questionnaire
and other relevant clinical informa-
tion. Although the BPHQ performs
well in validity studies (22,26) with
DSM-1V, it is possible that it overesti-
mated or underestimated the rate of
depression and panic disorder in this
study.

Finally, an additional limitation of
the study is that we did not determine
the duration of a depressive episode.
Thus women could have been nonde-
pressed at five of the average six vis-
its. We believe that this is unlikely giv-
en that the mean and median dura-
tion of major depressive disorder has
been found to be about ten weeks
(43). The high rate for endorsement
of suicidal symptoms in our cohort in-
dicates substantial morbidity and
severity rather than mild and tran-
sient episodes of illness.

Conclusions

Depressive and anxiety disorders
among perinatal women can have a
profound impact on children from so-
cioeconomically disadvantaged back-
grounds (44-48). Mothers from this
group lack financial and social re-
sources—for example, assistance
from other caretakers—that can
counterbalance the deprivation that
occurs when they are emotionally or
physically unavailable because of de-
pression. Thus it is critical that efforts
be made to address these disorders
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and offer assistance to these less ad-
vantaged women. The fact that many
pregnant women who have low in-
comes lose their insurance benefits
after their prenatal period further ar-
gues for the need to identify and treat
mood and anxiety disorders during
pregnancy.

The shortcomings noted in the rate
of detection and treatment of illness
are not cause for assigning blame.
Furthermore, it is not clear that de-
tecting the illness will alone lead to
higher rates of treatment referral or
that patients will follow treatment
recommendations. The rate of treat-
ment use (25 percent) for depression
found in a recent study of women
from minority backgrounds who were
receiving care in reproductive health
clinics is similar to what we found
(49). Finally, limitations in treatment
options, especially for women with
low incomes, need to be acknowl-
edged. Even though many of our pa-
tients had insurance by virtue of their
pregnancy, there are few managed
Medicaid providers who will accept
the low reimbursement rates and the
risks attendant in treating pregnant
psychiatric patients. Thus it is possi-
ble that even with optimal detection
and referral, patient and system fea-
tures may mitigate against adequate
treatment. Future work needs to in-
vestigate optimal ways of identifying
pregnant women who have psychi-
atric illness but also needs to address
systems of care so that symptomatic
women are able to receive the care
they require. ¢
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